ver the past decade, evidence-based medicine in athletic training and sports medicine has increasingly been recognized as an important concept for guidance of clinical practice. Evidence-based medicine (EBM) is defined as the integration of the best available research evidence with patient values and clinical experience to make informed clinical decisions. 1 Although many sources of research evidence are available, clinicians and patients may be overwhelmed when sorting through the different types of research. Likewise, researchers often have difficulty developing clinical questions that can be directly translated into benefits for both patients and clinicians. The purpose of this report is to describe a new model that will help athletic trainers and therapists to categorize the various sources of evidence that contribute to EBM and to guide clinicians and researchers in developing evidence to better treat patients through utilization of this new model.
Finding Context
There are several sources of evidence to use when making clinical decisions. The evidence is typically classified into two main categories: disease-oriented or patient-oriented. 2 Disease-oriented outcomes are observed or measured by a clinician (e.g., range of motion, ligament laxity, and limb girth) or they may be measures of physiologic function (e.g., blood pressure or bone mineral density). Also, disease-oriented evidence may be derived from the systematic investigation of adaptations at the cellular, tissue, organ, or systemic level through laboratory tests that utilize Patient-oriented evidence is typically associated with self-reported assessments of health status, such as pain, perceived disability, injury risk, and level of function. Drawbacks to patient self-reports are the patient's inability to recall information, and they do not elucidate the underlying mechanisms that are responsible for deficits or improvements in function. 3 To develop a more contextual model of evidence that can be used by patients, clinicians, and researchers, we constructed the Patient-, Clinician-, and Laboratory-oriented (PCL) model for classification of clinical evidence. Rather than separating evidence into dichotomous patient-oriented or disease-oriented classifications, the PCL model represents interrelationships among the different types of evidence (Figure 1) . Based on the overlap of the three categories, four subcategories emerge to further classify evidence. These include patient-clinician, patient-laboratory, clinicianlaboratory, and patient-clinician-laboratory categories (Table 1) . Each category of evidence is described with an example from clinical research literature.
Patient-Oriented Evidence
Patient-oriented evidence is derived from the systematic investigation of how health conditions evolve and resolve from the perspective of those who experience them. It typically involves an assessment of self-reported ratings of function and activity limitations and/or societal role participation restrictions. Patient-oriented evidence includes measures of O pain, perceived instability, injury history, and other self-reported outcomes. 4 A good example of patientoriented evidence is provided in a systematic review performed by Eechaute et al., 5 which included several measures of self-reported function relating to chronic ankle instability (CAI). After reviewing the evidence, they concluded that the Foot and Ankle Disability Index (FADI) and the Foot and Ankle Ability Measure were the two most appropriate scales for quantification of deficits in function, including activity limitations and participation restrictions in patients with CAI.
Clinician-Oriented Evidence
Clinician-oriented evidence is generated through the mechanisms that clinicians use for recognition, rehabilitation, and prevention of injuries. It is primarily derived from clinical assessments that document whether or not improvements in patients' health conditions are being realized. Examples of clinician-oriented assessment tools include clinical tests such as the Pivot Shift, Lachman, and Apprehension/Relocation tests (joint instability); the Star Excursion Balance Test and Balance Error Scoring System (dynamic balance); the Landing Error Scoring System (dynamic stability during landing); and the Weight-Bearing Lunge Test (range of motion). An important consideration in collection of clinician-oriented evidence is the feasibility of integrating it into routine clinical practice (i.e., minimal time demand and cost-effectiveness).
Laboratory-Oriented Evidence
Laboratory-oriented evidence is derived from the systematic investigation of cellular, tissue, organ, or systemic adaptations to injury or therapeutic intervention in a very well-controlled environment. In sports medicine, laboratory-oriented evidence typically relates to mechanisms that cause impairments associated with injury or specific adaptations to rehabilitation.
The evidence from laboratory studies is often difficult to directly apply to clinical practice, due to the highly controlled environment in which it was acquired. Laboratory evidence may be derived from animal or human research, using techniques such as radiography, serum measures, three-dimensional motion analysis, posturography, or electromyography.
Each category of evidence can provide unique information about manifestations of injury and illness and the efficacy of interventions. Rather than viewing each one of three categories of evidence as distinct and 
Category of Evidence Definition

PatientOriented
Information obtained from the individual with condition of interest.
ClinicianOriented
Practices associated with the assessment and treatment of musculoskeletal conditions and disorders.
LaboratoryOriented
Observation and experimentation on the cellular, tissue, organ, or system adaptations in very well controlled environments.
PatientLaboratory (PL)
Experimentation and observation of specific adaptations associated with musculoskeletal function, injury, and rehabilitation.
PatientClinician (PC)
Efficacy and effectiveness evaluation of assessment and rehabilitation technique.
ClinicianLaboratory (CL)
Utilization of laboratory techniques to explore biomechanical and functional responses to clinical practices.
PatientClinicianLaboratory (PCL)
Evaluation and measurement of specific behaviors and adaptations associated with musculoskeletal function, injury and rehabilitation utilizing laboratory techniques, clinical assessment, and patient-oriented outcomes.
